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PSYCHASTHENIC ATTACKS SIMULATING EPILEPSY. 

By William G. Spiller, M.D. 

In the Journal fur Psychologie und Neurologie, Vol. 6, 1905-1906, 
Oppenheitn discusses peculiar attacks under the title of Psychasthenic 
Convulsions. Although he has spoken briefly of this condition previously, 
he gives in this recent paper a full presentation of his views. Convulsions 
may occur in certain forms of neurasthenia, in cases which are not 
hysteria nor epilepsy nor organic. The first contribution to this subject 
was made by Westphal in 1872 ( Archiv fur Psychiatrie, Vol. 3), in his 
paper on agoraphobia, and according to this author the occurrence of 
convulsions with agoraphobia is not uncommon, and they may be seen 
as frequent signs of various psychopathic and neuropathic conditions. 
Oppenheim refers to the fact that Westphal’s views have not received 
general acceptance. 

As Oppenheim presents the subject, the individuals are intensely 
neurotic or psychopathic from birth, and show the first sysptoms of this 
diathesis in childhood. The neurasthenia is of the grave type which 
has been regarded by French writers, especially Janet and Raymond, on 
account of mental abnormalities as psychasthenia. The tics, states of 
anxiety, phobias, obsessions and vasomotor disturbances predominate. 
On such a foundation, with, however, some immediate cause, such as 
emotional disturbance, mental or physical overwork, alcoholic indulgence, 
especially by one unaccustomed to it, sleeplessness or a period of anxiety, 
the attack develops. 

This may be only deep unconsciousness with involuntary defecation 
and micturition, or there may be also convulsions, biting of the tongue 
and rigidity of the pupils. 

Usually only a few of these attacks occur, interspersed with periods 
of vertigo, anxiety, etc., and the tendency may disappear under proper 
hygienic treatment. 

These attacks are not hysterical, every hysterical stigma is wanting, 
and the attacks themselves are not hysterical in character. Oppenheim 
dismisses the question of any resemblance to hysteria in a few lines. The 
differentiation from epilepsy is more difficult. 

(1) The attack in itself cannot be distinguished from that occurring 
in epilepsy. The patient is not an epileptic, he has not had such attacks 
in childhood or early youth, he is always neurasthenic or psychasthenic, 
and always periods of anxiety, phobias, tics or vasomotor disturbances ■ 
have preceded the convulsions. 
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(а) A special cause for the convulsive attack is always necessary, such 
as overexertion, mental or physical, anxiety, vertigo, etc. 

( 3 ) The condition is merely an episode in the course of the psychas- 
thenia, the attacks are few, or there may be only one during the life of 
the individual. 

(4) The attack may resemble fully the epileptic, but on the other hand 
there may be variations, thus profound unconsciousness may occur with¬ 
out convulsions, or the convulsions may be limited to a few muscles, or 
they may persist after consciousness has returned. The condition may 
resemble petit mal. 

(5) Intelligence and memory do not become impaired even though the 
attacks may be numerous. 

(б) The treatment should be mental, bromides are of little value. 

Acquired neurasthenia probably never causes these convulsions. Op- 

penheim prefers the name of “psychasthenic convulsions,” even though 
convulsions are not always present; “psychasthenic attacks” he regards as 
too comprehensive. 

Mistakes of diagnosis may be made easily, indeed, Oppenheim himself 
has made them, as in one of his cases an organic condition was present, 
and Dr. Spiller is inclined to think that the danger of mistake is especially 
great as regards the dreamy state of epilepsy described by Hughlings 
Jackson under the name of uncinate group of fits. Dr. Spiller said he 
had not been able to find any reply to Oppenheim’s views, and as yet 
they seem to have received little attention. The subject is, however, one 
of importance, because of the resemblance of these conditions to epilepsy, 
The word epilepsy conveys much dread to the patient and his relatives, 
but far more important is the fact that not only the diagnosis, but also the 
treatment and prognosis of the psychasthenic attacks are essentially 
different. 

Dr. Spiller reported two cases. 

Case I.—C., twenty-one years old, consulted him about five or six 
years ago, at which time the following notes were made: 

A maternal uncle died in an insane ayslutu. No convulsions had 
occurred in the family of either parent. The mother of the patient is 
very irritable, easily excited, and somewhat quarrelsome. 

The patient has had five brothers, but no sisters. His father has shown 
great artistic talent. The first son is a sculptor and is irritable. The 
second son docs not appear to be neurotic. The third son was verv eccen¬ 
tric. He tried to commit suicide two or three times while at home, and 
finally succeeded. He at times became very much depressed and occasion¬ 
ally when he had these attacks he would wander away and stay away over 
night. Once he was absent two days. Before he wandered away his 
expression would become peculiar so that his relatives would know he 
was about to leave home. In one attack he went a distance of several 
hundred miles. 

The fourth son seems to be normal. The fifth son is the patient. The 
sixth son is sixteen years old and is afraid to go into the dark. 

C., the patient, has never had convulsions. When he was seventeen 
years old he had his first visual hallucination. He was in church. He 
heard the minister begin his sermon and then as he looked across the 
church he noticed that a certain man was looking at him. At first he 
liked the face, and something in it reminded him of a boy of whom he 
liad been very fond, and whom he had not seen for about two years. 
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This boy had taught him masturbation. In this first attack he did not 
know what occurred about him, he got up and came out of the church after 
the service was over, and the money he had intended to put in the plate 
he had still in his hand. Whether this was unconsciousness or not is un¬ 
certain. He did not speak during the attack. After this first attack he 
began to hate and fear the face, and always had a warning before seeing 
it, “a sort of spasm would go through his whole body,” or if he were 
holding a book his hand would tremble violently, and then if he looked 
across the church the “face” would be looking at him. It was always the 
same face and had always the same sneering expression. Except on one 
occasion the man was always in the same part of the church. He was 
not motionless, but was not seen by the patient to walk out of the church 
except on one occasion, when he followed the patient. During the first 
year the man was observed always in the same church, then he was seen 
in another church, and later was seen repeatedly on the street. The whole 
figure of the man was visible, but the patient spoke of the hallucination 
as “the face." 

If the patient fixed his eyes upon the wall be could bring the figure 
of the man before him, but it did not seem real to him, and did not 
"satisfy him,” as he expressed it. 

The attacks occurred every Sunday during the first year, but not so 
frequently during the second year, and during the third year not more 
than four times. The patient believes the face is real. The attacks have 
been frequent proportionately as masturbation has been frequent. 

He can always tell the day in advance that lie will see the face. His 
eyes seem to be out of focus, he cannot keep them focused upon the model' 
he is copying, and if he tries to do so he gets a bad headache, then becomes 
sleepy for the rest of the day. The aura usually occurs about four P. 
M. He has always had a bad taste in his mouth during the aura, “like 
cheese after you have eaten it the night before” or a “musty taste.” If 
he falls asleep after the aura he has very vivid dreams, on one occasion 
he saw a comet coming toward him and exploding, and on another he 
saw clearly the face of his brother, who a few days later committed 
suicide. He has had the aura without seeing the face the following day, 
but has never seen the face without having had the warning the day before. 

Within about fifteen minutes after the visual hallucination he gets 
sleepy and stupid, and does not know what is going on about him. The 
vision is followed by fullness of the head and palpitation of the heart. 
He has formed the habit of taking a back pew in church so he can hide 
behind the people and from the vision, and support himself against the 
wall. Only on one occasion he saw two children with the man. Each 
time he has had the vision his “eyes have gotten out of focus” and objects 
seem to move to and fro. He then has had a sick feeling and had to sit 
down. He has the same taste in his mouth during the hallucination that 
he has during the aura. Immediately after seeing the man his “ears 
ring like bells and insects all singing together.” He has had occasionally 
aural hallucinations without other disturbances; i. e., he has heard his 
mother calling him or bells ringing. 

The young man is very intelligent. He has never wet his clothing 
during an attack nor cried out, nor bitten his tongue. When he feels he 
is about to have the vision and resists it, his face flushes, he gets cold and 
hot alternately, and all objects appear queer. 

Dr. Spiller said he bad seen this patient again within the past few 
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months. He is in excellent health. The visual hallucinations lasted one 
or two years after he was first seen, and then ceased entirely. They gave 
place to a difficulty in swallowing. The man believed he could not 
swallow and was depriving himself of food. An examination showed 
nothing abnormal to explain the dysphagia. This condition lasted about a 
year and a half and then disappeared. 

Interesting in this report are: The neurotic family history; the at¬ 
tacks of wandering in one brother; the aura always preceding by one day 
the visual hallucination and associated with a bad taste in the mouth, 
suggesting Hughling’ Jackson's uncinate group of tits, and associated also 
with ocular disturbances and followed by drowsiness; the occurrence of 
the hallucination at first always in one place, a church, and therefore in a 
crowd, but later in other places and on the street; the resemblance of the 
face seen to that of a hoy who had taught him masturbation; the frequency 
of the attacks proportionate to the frequency of masturbation ; the bad taste 
in his mouth and sick sensation during the attack; the possible uncon¬ 
sciousness in only one attack; the drowsiness, fullness of head and pal¬ 
pitation of the heart following an attack, and the absence of all convul¬ 
sions. 

Case II.—A. B., thirty-six years of age, consulted Dr. Spiller Sept, to, 
tqofi. lie was a patient of l)r. Radcliffe Cheston, and at the head of a 
large business. He comes of a neurotic stock. His father had nervous 
prostration, and now is tormented by unreasonable doubts as to the 
manner in which he conducts his business. 

The patient is a hard worker. Some years ago he undertook to study 
a profession, hut as he was engaged all day he was obliged to study at 
night. After passing his examinations he “went all to pieces,” as he 
expressed it. He would sign a letter and after a few minutes would tear 
the envelope open to see whether he had signed the paper. On one oc¬ 
casion he visited his sister, and wandered about the house in a dazed 
condition. He was very irritable. Two or three years ago he went 
away for complete rest for fourteen weeks, and since then he says he 
has "felt his nerves" more. He had difficulty in fixing his mind on his 
work, and has frequently repeated his actions in order to be sure he had 
done his work properly, and often would read a paper without being able 
to fix his attention upon it. He took exercise in the same energetic 
manner in which he carried on his business. 

He is the father of three healthy children, two of whom are “high- 
strung 1 ." He gives no history of sexual irregularity. He had never had 
any attacks of any kind before July 4, 1906. In the early part of the 
summer of iqo6 lie went to Europe, and took an automobile trip from 
Paris lasting two days. He travelled about two hundred miles each day. 
The weather was not very warm, but he was much tired by the trip. 
After the second day's journey, in the evening while talking to some one 
he fell and was said to he unconscious. His face was a little flushed, and 
his eyes had a vacant look. He was “perfectly limp" about ten minutes, 
then he became rigid in his feet, and had involuntary movements of the 
upper limbs of a purposive character. He was put to bed and had 
what he called a chill; he shook all over, his teeth chattered, he became 
red in the face and cold in the feet, but the thermometer showed no rise 
of temperature. 

After this first attack he had weak spells in which he would sit with 
a vacant expression. These attacks occurred once or twice a day and 
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nearly every day. He was not unconscious in these attacks, although he 
seemed to be “wandering in mind.” 

The second severe attack occurred July 13, and in this he fainted. 
Other attacks occurred July 17 and 21. In the latter he had a vacant 
expression, became limp, then got up and tried to walk and fell after he 
had gone upstairs, lie then became unconscious and was rigid in his entire 
body, but had no convulsive movements. After this attack was over he 
got up and went to bed, and had a chill and headache in bed. 

Attacks occurred on July 24, 26 and 27. After the first two or three 
attacks -lie had a warning in a general weakness and sensation as if he 
were “charged with electricity.” His memory began to be impaired. Ihe 
attacks continued every few days until he got on a steamer, Aug. 29, on 
his return journey. He had two attacks on board the steamer. In all, he 
had twenty-five major attacks. The last attack was on Sept. 3. In one 
attack, when walking alone lie fell and became covered with mud. 

Before taking the steamer he bad an attack in which he was uncon¬ 
scious one hour, and in this bis body was more rigid than in the other 
attacks. In two attacks the face twitched, but convulsive movements were 
confined to the face. 

He had taken a drink of whiskey or beer daily, occasionally some 
claret, and had smoked about twenty cigarettes daily. He had also been 
much worried about his wife’s condition, as she had been in a hospital 
three times. 

Before leaving America he had been having headache since April, 1906, 
more on the right side and in the parietal region or over the mastoid pro¬ 
cess, but this pain disappeared. There was no mastoid disease. 

This was the history as obtained from the patient and his wife at the 
first interview. A further study of the patient by himself revealed some 
interesting facts. He said that sometimes when he was supposed to be 
unconscious he was not so, and the so-called rigidity was often purely 
voluntary on his part and was the result of an attempt to get the numb¬ 
ness out of his forearms and ankles. While he was on the ocean on his 
way to Europe he kept control of himself, but when he reached Paris he 
did not care and gave way to his feelings. He did not care whether 
he fainted or not, as it was a temporary relief to do so, and if he felt 
like sitting still and looking at a spot upon the wall he did not make a 
mental effort to avoid it. He would become weak after dinner and he 
began to dread this period, and if he could have been fooled regarding 
the time of day he believed he would not have fainted. He does not know 
why he fell. 

The man presented no hysterical stigmata nor signs of organic disease. 
The treatment was psychotherapy. 

He was seen again on Oct. 19, 1906, by Dr. Spiller. He had been weak 
twice, and had had constant slight headache. On one occasion he felt 
an attack was coming' on, bis wife urged him to resist it. but be pleaded 
with her to be allowed to fall, pushed her from him and said she must 
let him fall. His attacks have usually occurred when his wife was present. 
At this time be was again on a vacation with no business to occupy his 
mind, and he felt that he need not control himself. He said that if he 
were asked any time in the day whether he had headache he would reply 
yes, and yet usually he was not aware that he had headache. It was not 
real pain that he experienced, but as he expressed it, it was “conscious¬ 
ness that he had a head.” He said if he had known that falling would 
have injured him he would never have fallen. 
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Dr. Morton Prince said that he thought pathologically these cases 
were to be regarded as types of hysteria, though the statement needed 
some explanation. We must make a distinction between a clinical and a 
pathological classification of disease. As he viewed the matter, hysteria 
from a nosological point of view is a clinical conception. That is to say, 
in practice it is customary to classify cases as hysteria purely on grounds 
of clinical symptom-complexes. That being the case it is purely arbitrary 
how extensive we shall make our symptom-complex. 

On the other hand, we can make our classification on psychopathologieal' 
grounds; in which case we might include under hysteria cases which 
clinically would exhibit diverse clinical manifestations. The question is 
therefore comparable to that of clinical and pathological diphtheria. We 
may limit clinical diphtheria entirely to membranous inflammation, but 
pathological diphtheria would include all cases in which the specific bacillus 
was found, irrespective of the clinical manifestations. 

In an analogous fashion, if we can find a psycho-pathological basis for 
hysteria, we might include many cases in such a pathological conception, 
which clinically appeared to have little resemblance. 

■Now recent researches seem to have shown that hysteria can be re¬ 
ferred to a psycho-pathological basis, which is functional dissociation on 
the one hand and motor, sensory or ideational automatisms on the other. 
For instance, anesthesia, amnesia and paralysis are due to dissociation, 
while contractures, tics, hallucinations, hystero-epileptic attacks to automa¬ 
tisms. Either dissociation or automatisms may predominate and un¬ 
doubtedly our knowledge of these alterations needs to be further worked 
out, and we are only on the threshold of a complete knowledge of them. 
But a classification based upon pathology must give us a far better con¬ 
ception of the disease than a mere clinical differentiation. The only ques¬ 
tion is whether our pathological conception is correct. 

It is for the above reason that Sidis drops the word hysteria entirely 
and uses such words as psycho pathic dissociation, psycho-pathic auto¬ 
matisms, etc. 

Dr. Prince realized that such cases as Dr. Spiller reported are not 
those which ordinarily are clinically classified as hysteria, but he believed 
that fundamentally it would be found, if they were subjected to a search¬ 
ing analysis, that psycho-pathic dissociation and automatism was the 
underlying pathology; therefore he called them hysteria. 

He also thought that Janet was too precise in making such a sharp 
difference between hysteria and psychasthenia. That writer's conception 
of hysteria necessitates a dissociation of consciousness producing a sub- 
consciousness of which the subject is not aware. The question then of 
awareness of the obsessing ideas with him is a test of dissociation, but 
plainly we may have dissociations of which the subject is perfectly aware, 
as for example, dreams, hynotic states, automatic writing and speech, etc., 
etc. The obsessions of psychasthenia differ only from those of Janet’s 
hysterics in that the subject is aware of the former and not of the 
latter. He did not believe this was a sound distinction, although he would 
not class all so-called psychasthenics as hysterics. 

Dr. Spiller’s first case, that of C., reminded the speaker of the case of 

M- 11 , which he had reported with Dr. Sidis. The main difference being 

that the automatism in Dr. Spiller’s case was purely visual, while in the 

M- 11 case it was both visual and motor. The vision which M-II 

experienced was that of his employer, whom he always saw in a dream at 
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the beginning of his attack. Dr. Prince thoug’ht that if Dr. Spiller s case 

C. had been hypnotized, as was M- 11 , we would have found various 

sub-conscious phenomena which would have thrown light upon the attacks 
and would have placed it in the pathological category of hysteria, if we 
accept the above pathology of hysteria. lie admitted that there were 
cases which are difficult with our present knowledge to bring within 
the above pathological conception of hysteria, and it may be that as Dr. 
Spiller claimed, we shall have to make a third division to be called 
strictly psycho-epilepsy. We should then have epilepsy, hysterical-epil¬ 
epsy and psycho-epilepsy. The clinical problem would then remain, into 
which division to place any given case. This perhaps seemed to be tak¬ 
ing a back track, but he should want to sec the pathology of hysteria 
thoroughly worked out before making a third group of distinct pathology. 

To illustrate his views, Dr. Prince described a couple of cases which 
he had seen. The first case was that of a woman who, a short time ago, 
had appeared at the clinic of the Boston City Hospital, complaining of 
epileptiform spasms, from which she had suffered for the past six months. 
The spasms occurred daily, sometimes several attacks taking place during 
a day. While the patient was being examine^ an attack occurred, appar¬ 
ently so far as one could sec without ostensible cause, though, as it after¬ 
wards appeared, an unsuspected emotional cause was really present. The 
attack as witnessed was of the following character: 

The patient remarked that an attack was coming on. She was stand¬ 
ing at the time and described, on request, her sensation as they developed. 
There was first a sort of aura consisting of a feeling of being “gripped” 
in the region of the sternum. At the same time she experienced a strong 
beating sensation as of the heart in the same region; then she began to 
feel faint and was obliged to sit down. At this moment there developed 
a feeling in the lower abdomen as if it was being strongly drawn up¬ 
wards; then followed a succession of spasmodic movements of the ab¬ 
dominal muscles, while at the same time there were clonic spasms of the 
diaphragm causing a scries of inspiratory movements. Finally the muscles 
of the larynx and neck were thrown into strong clonic spasms. At this 
point she made an effort to speak, but though she moved her lips and 
tongue no sound was produced. From later investigations it appeared 
probable that this aphonia was due to tonic spasms of the laryngeal 
apparatus. (She knew what she was trying to say; namely, to describe 
her sensations.) The attack then passed off, leaving her for a few 
moments weak and with a severe headache. The whole attack from the 
beginning of the aura to the end of the spasms lasted perhaps two 
minutes, while the weakness and headache lasted a few minutes more. 

The attack had all the appearance of Jacksonian epilepsy, for which 
for the moment it was mistaken. It was soon learned, however, that the 
attack could be brought on by a blow upon any part of the body; by this 
method, for the purposes of study, the attacks were brought on as often 
as desired. Further study and analysis revealed the fact that the attacks 
originated in an emotional shock and fright which she had received sonic 
six months previously and developed out of a delirious condition into 
which she fell as a result of the fright, and in which she imagined that 
she had epilepsy, or the same disease from which her mother suffered. 
This fear still persisted and brought on the attacks. It was very easy 
by suggestions to completely cure her. 

The second case to which he referred was one which he had already 
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reported with Dr. Sidis. The subject, a young man, for five years had 
suffered from a series of attacks extending over a whole week, and 
which when superficially observed appeared to be Jacksonian epilepsy. 
During this week a condition representing status epilepticus developed. 
Through hypnosis it had been possible to show that the convulsions were 
due to suhsconscious ideas originating in a fright which he had received 
five years before. The memory of the circumstances attending this fright 
had recurred periodically, but sub-consciously ever since. A cure was 
also brought about in this case. 

Since this discussion. Dr. Prince has seen a case which in 1804 had 
been diagnosed by himself and one of his colleagues as petit mal, but 
which now in the light of a more searching analysis is plainly seen to 
be one of some form of psycho-epilepsy, and is made up of functional 
dissociation and automatism, call it by what name you will. 

These cases illustrated the principle on which in his opinion such 
cases should be pathologically classified as hysteria, though clinically the 
manifestations might be very different from those which we are accus¬ 
tomed to group under this name. 

Dr. L. F. Barker said thqf the subject of psychasthcnia and its relation 
to other psychoncuroses was interesting them in Baltimore, and he, to¬ 
gether with Dr. IT M. Thomas, the neurologist to the Johns Hopkins 
Hospital, had been studying a number of cases recently in the light of 
the more recent literature. They had come to the conclusion that a sharp 
differential diagnosis was often difficult, and that the boundaries of the 
individual psychoneuroses arc as yet not very well defined. He was glad 
to hear Dr. Spiller’s interpretation of the cases he had studied. The loss 
of consciousness in the attacks would seem to separate the cases from 
typical psychasthcnia, at any rate if we accept Janet’s definition of the 
syndrome. According to this French investigator the relation of psychas- 
thenia to epilepsy is a very close one. He believes that in both diseases 
there arc remarkable oscillations of the psychologic tension. He attributes 
both diseases to lowering of the psychologic tension. In epilepsy, how¬ 
ever, the lowering is great and sudden and results in complete loss of 
consciousness for a brief time, after which the tension again rises, he 
thinks, so much that the patient feels very well, and does not even com¬ 
plain of the sensations of incompleteness which are so characteristic in 
psychasthenia. In some of the so-called epileptic deliria the true psy¬ 
chasthenic states are more nearly approached. Indeed, psychasthenia, ac¬ 
cording to Janet, may be regarded as a very attenuated chronic epilepsy 
in which the lowering of psychologic tension is continuous, and yet is 
never so great as to lead to complete loss of consciousness. If these 
conceptions are right, the cases described by Oppenheim, and to-nig'ht by 
Dr. Spiller, would have to be grouped as cases of psychasthenia with 
epilepsy. It is obvious that the place of such cases in nosology will depend 
entirely upon the definitions we give to the terms psychasthenia and 
epilepsy. The case Dr. Prince describes would, he thought, undoubtedly 
fall among true hysterical cases rather than in the psychasthenic group. 

It seemed to him that the psychasthenic state may occur, perhaps, in 
a whole group of diseases of different etiology, just as the old typhoid 
state is now known to be a condition which may be manifest in infectious 
diseases of different origin. We must study our cases at present very 
objectively; later when we have collected sufficient data, a more specific 
differentiation will be possible. 
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Dr. C. K. Russell, of Montreal, Canada, said that one of Dr. Spider’s 
cases reminded him very much of a case observed at Queen’s Square. It 
was a girl of about twenty-two, who had been in the hospital fourteen 
months previously with a condition very similar to what Dr. Spiller de¬ 
scribed. She had attacks starting with great fear, and thought she saw 
girls working in a room. She had never seen the girls or room before. 

In later attacks she saw rooms with golden pillars, then she saw some 
animals; but her attacks were all of the same nature and over a certain 
period were very similar. She was looked upon as hiding a hysterical 
condition. She left the hospital, but was kept under observation. She 
came back when he was there last year, and with these same attacks. 
Althoug’h her eyes were examined regularly there was nothing ever 
found until she had been in the hospital two or three days when she 
developed optic neuritis, which increased rapidly, and when they were 
discussing operation she suddenly died. At autopsy there was found a 
large tumor invading the temporo-sphenoidal lobe. 

Dr. Dana said he was much interested in the description of these 
seizures because he had been studying and trying to classify them himself 
for some time. A year ago he had read a paper before the Academy of 
Medicine upon a condition which he called “para-epilepsy,” in which he 
described a number of forms of sensory seizures which he thought could 
not be classed with hysteria or epilepsy and had ventured to suggest that 
they should be grouped together as a special periodical neurosis. The 
paper was only provisional and had never been published. There was 
such a difference of views as to what was psychasthenia and what was 
hysteria that it seemed difficult to him to come to conclusions about the 
nature of these attacks unless we agreed as to what we mean by the terms. 
There was a group of morbid mental conditions which were characterized 
by morbid fears, doubting mania, abulia, fixed ideas. These had been 
classed under the different names of degenerative insanity, neurasthenic 
insanity, psychasthenias, etc. He did not think the word psychasthenia 
exactly included this type now. But he thought all neurologists recognized 
the type as a special and easily recognized one. The sufferers from this 
condition which he had called "phrenasthenia” were subject to periodical 
seizures of various kinds. Some of them like that which Dr. Spiller 
described, though he had seen extremely few of them—only two. In 
most of the cases the seizures were slight in character and might be 
called the petit mat of phrenasthenia. In many of these patients their 
trouble began with an attack. For example, a patient he saw recently, 
after studying hard for two years, was sitting one evening smoking a 
strong cigar, when he suddenly felt a tremendous sensation of the nature 
of a general paresthesia come over him as if it were a douche. It began 
in the head, passed down like an aura from head to feet. He fell back 
and went into a condition of partial unconsciousness, with shakings and 
tremblings. In the course of an hour or so revived. After that he had 
a number of attacks coming several times a week in greater or less 
violence. His fear of the return of these seizures gave him agoraphobia. 
Many morbid fears are largely based on the fear that the patient will 
have one of his seizures. This class of attacks should be put with the 
seizures of psychasthenics. 

(To be continued.) 



